Simultaneous or near simultaneous rupture of both quadriceps or intra-patellar tendons is an unusual occurrence characterised by the sudden loss of knee extension. The majority of the cases reported have had 'connective tissue diseases'l-8 or hyperparathyroidism9'15 and have responded well to surgical repair. We report here a patient with systemic lupus erythematosus whose 'steroid myopathy' was due to insidious bilateral infrapatellar tendon rupture.
Case report
The patient was a 51-year-old Caucasion female with an 18-year history of arthritis. Three years before admission to hospital the diagnosis of systemic lupus erythematosus was made on the basis of fever, pleuritis, pericarditis, alopecia, neutropenia, deforming nonerosive arthritis, and a positive antinuclear antibody and LE preparation. Two sisters were known to have idiopathic thromobocytopenic purpura. Prednisone Insidious bilateral infrapatellar tendon rupture in a patient with systemic lupus erythematosus 593 9 1-10 6; SI: 2-2 mmol/l), phosphorus 4-3 mg/dl (normal range 3 *1-4 * 5; SI: 1 * 4 mmol/l), magnesium 2 -4 mg/dl (normal range 1 * 8-3 0; SI: 0 * 99 mmol/l), creatinine phophokinase 12 (range 0 * 6-1 * 5).
The antinuclear antibody was positive at a titre of 1:1020 in a homogeneous pattern. The Most observers therefore believe that the rupture of the tendon is due to the disease process itself or to the corticosteroids added to the basic disease process.
The remainder of the patients reported with bilateral quadriceps tendon rupture included 2 wit Quadriceps tendon rupture is now being recognised more frequently in patients with systemic lupus erythematosus on chronic steroid therapy. It causes marked disability because patients are unable to change from a sitting or standing position and have great difficulty with walking. This lesion is quite remediable to surgical repair, and all reported patients have had good results with return to good function of the lower limb.
The diagnosis has not been difficult in previously reported cases, as the patients had sudden onset of pain, inability to extend their knees, and high-riding patellae. Our patient's insidious course shows the value of careful examination of patients with muscular weakness of the lower limbs to identify this surgically correctable cause of quadriceps dysfunction. This insidious tendon rupture should be included in the differential diagnosis of patients with systemic lupus erythematosus who present with profound weakness of proximal muscles. The highriding patellae on physical examination and on x-ray, the good movement of the patellae with quadriceps contraction without extension of the lower leg, and the grooves noted on physical examination of the infrapatellar tendon should all alert the clinician to this diagnosis. 
